
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall

Waterbury, VT 05671-2306
http://www.dail.vermont.gov
VoicelTTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

September 25,2012

Mr. Thomas Rice, Administrator
Brookside Health And Rehabilitation
1200 Christian Street
White River Junction, VT 05001-9267

Dear Mr. Rice:

Provider #475010

Enclosed is a copy of your acceptable plans of correction for the re-certification survey
conducted on August 29, 2012. Please post this document in a prominent place in your
facility.

We may follow up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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STREET ADDRESS, CITY, STATE, ZIP CODE

1200 CHRISTIAN STREET

WHITE RIVER JUNCTION, VT 05001

08/29/2012

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST 81: PRECEDEO BY FULL
R~GULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN Of CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO iHE APPROPRIATE
DEFICIENCy)

(XS)
COMPLETION

. CATE

R ident #94 has been
ass ssed, no negative
oute me as a result of
this leged. deficient
practi e. Care plan
has be n implemented
that ad esses urinary
incontin nee.
Resident 14 has been
discharge from the
facility.

2. Residents WI

minary incon .nenee
may be affeete by
this alleged de ient
practice.

3. Resident whom
incontinent of urio
evaluated and. plan
implemented by
9/26/12

F279
1.

F 000 I \Disclaimer
, ' he filling of this plan of

I c rrection is filed as the
, fa ility's does not constitute
th fact that deficiencies did
in t exist. T.his plan of

F 279 corr etion is filed as evidence
ofth facility's desire to
comp the requirements and
provid High quality care

I

EPRESENTATIVE'S SIGNATURe

I
I

i A facility must use the results of the assessment !
I to develop, review and revise the resident's
: comprehensive plan of care.

i The facility must develop a comprehensive care I
• plan for each resident that includes measurable
• objectives and timetables to meel a resident's '1

medical, nursing, and menial and psychosocial
needs that are identified in the comprehensive
, assessment. I
i The care plan must describe the services that are:
. to be furnished to attain or maintain the resident's I
i highest practicable physical, mental, and I
: psychosocial well-being as required under
I 9483,25; and any services that would otherwise
I be required under 9483.25 but are not provided

[:due to the resident's exercise of rights under
9483.10, including the right to refuse treatment
i under 9483. 10(b)(4),

F 000 i INITIAL COMMENTS

! An unannounced, on-site re~certifjcatio" survey
. was conducled by the Division of Licensing and
: Protection from 08/27/12 through 08/29/12. The
following deficiencies were idenlified,

F 279 i 483.20(d), 483,20(k)(1) DEVELOP
SS:::D ! COMPREHENSIVE CARE PLANS

~ny defic' c'/ statement ending with an asteri, 0) aenotes a deficiency which the institution mllY be exc",sed from correcting providing it is elemi ed that
,ther sa eguards provide sufficient protection 10 the patients. (See instruclions.) Except for nursing homes, the findings stated abol/e ere disclosable 90 days
allowing the dale of survey whether or not a plan of correction is provided. For nUr.Jing homes, the abo"e findings and plans of correction are disclosable 14
18'1& followi'lg the dale Ihese documents are made available to the facility, If deficiencies are cited, an approved plan of correclion is r~uisite to continued
Irogram participation.

i This.REQUIREMENT is nol met as evidenced
i by:
I Based on record review and staff interview the
I facility failed to use the results of assessments to
, develop a comprehensive plan of care for two
i residents. This affected two (Resident #94 and
. Resident #14) of twenty-three Stage" sample
I residents. Findings include:

.ABORATORY OA PROVIDERISUPP.

'"../
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Disclaimer
The filling of this plan of

. correction is filed as the
facility's does not constitute
the fact that deficiencies did
in fact exist. This plan of
correction is filed as evidence
of the facility's desire to
comply the requirements and
provide High quality care

~ 000,

F 279

.'--'''--'---''--.,_.-:---

: A, facihty must use (he results of tf1e assessrnen:
j to develop, re:view anc re'.lise the reside~1's
" comprehensive p!Sh of care.

,
FOOD j'NITl,AL COMMENTS,

I
;

An unannQlJhC~o: on.site re..certificatlon ,SI,)r"Jey
was oondUC'tC!doy the DiVision of licensing and

. Protection :'rom 09/27/12 through 08!29/12, The

. follOWing (jeficienci~swere identified.
1=279 483.20(d)1 483.20(k')(1) DEVELOP
SS"O; COMPREHENSIVE CARE PLA,NS

09/24/2012 14:45 18022952533 PAGE 03
v\..r •••.••r<.' '''lI:N I UF HE.CI,l Tt-I AND HUMAN SERVICE::
CE ~ PRINTED; 09/1.212012

I ..• NTERS~EQ.RMEDICARE & MEp'CAJD SEF\VICES . FORM A?P~DVtD
I~T~Ti:Me:NT';;l~O~~C:ENCI=:S IX1! ;)R(')VIDl:R/SUP"U.""'r.LI" ----------.----_._ OMS NO. 0938.0391
,..N.j PIA" OF ('nF"~E"'TI"N .. '. - ' ••'" ~ ,... I~',1\1UL-IPL- "OL'C"T"'ur TI ~I . .. ". ,,' '-, '.' .DE~ITiFIC,o..TIONNUMBER. " - ," - "oJ n ; ON (X3; D",-e; SURVEY ...,
I I .0. ~1.Jil.D1N(: CrJMPL!:reC'

---_____l 475010 . B. \'\',NG
.... / N.4,r ••H;: 01"F'RCVIOF.Fll)1' ~;;R .---------- ;..1 -Q-----=~--_-~--__~--_-_-.__ . 08':29/2012

I, :JTR~.:T ;.C'ORE~~ c: r'( :1j')'Tif, ZIP C,):JE ~-
BROOKSIDE HEA.l TH AND REMAEiILlTATJON 1200 CHRIST1AN ST~EET

l_ WHIT!; RIVf':R JUNCTION, VT 05"'01r \'~.~'.'I"~ SU 1M R' '.-.---.----- vI P.r."Er:J~ I\; .~, r ~T ~TEMEt':T Or- DE~'I(~If1r\CIE:.7 - --
"" ,EACH C)E!",IC/'=N(:Y' '.1usr 3E PRI;CED60 r;v FUll. . '; . P~O'~IO~R'S Pl.,A.N OF COI<~F.:CT;(lN ----
-AG RE:::;UL<'~ORY Oil. L~C IOENT:;:Y'IW. III FOR1Yl' TIO~l ~~_~I;;; (€AC:"l (,;O~RECTIVE ACTION .:JH(lVLO BE ; ,:O"~:~"ICN

/!..<.:> C~OSS.REFERENCED ro THE APPROPRIATE ' ~A"=
DEFr-:/ENCY)

: Th~ faciltty musl develoo a cornorehensill8 care
: pl<lll for eac;h residal1f that :ncludes rneasw€lb'~
: objectives anci timetables to n:~et a resldEnt'S F279
: medical, nllPiing a"ld mental arid PSychOsocial 1. Resident #94 has been
; neeC3Sthat a~ identified in the cO'1lprel1e,'sive
i 9ti6~SSm&t't. assessed, no negative
I i outcome as a result of
. The care plan mLlS: describe the s~rvices that aie ! this alleged deficient
! 10 be fumi5ned to attain or rnaintair"l the residen['s . practice. Care plan
i highest ~~&lcticableph~ical,mental, and h b . I
, psychosocialwefl-being as required unde~ as een Imp emented
~483.15; and any servIces that would otr,e;Nise that addresses urinary

. be requirad under ~d83.25 but are not provided incontinence.
• due ~o the fe5iden('s e;v;err.ise of r!ghts under Resident # 14 has been
: !}4831 0, inclUding the rigr'lt to refuse treatrner'1~! under 9483.10(b)(4). discharged from the
i facility.
i 2. Residents with
I This REQUIREME~~T is not mof 38 eViden..;ed
by: urinary incontinence
Based on record revie~ 3"d 6tsft ihtervlew the. or have foley

, rac~ll~ falied to use the resulls of a!!lsessmen~b catheters may be
! develop G comprehensive plan of care ror two affected by this
: r~sldents. ThiS affected two (Resident #94 and
; Residenl #14) 01 twenty-three Stage II sample alleged deficient

. : residents. Findings rnclude: practice.
I i ~__ ------- • .
u,e::lAA1'O~YDIRECTOR'5 OR PROVIOEP./SlJPPlIE'" >l1:iF'P.eSi::t-JiATI'/!:'£ ~,IG~,..c.,rURE .r,iU:----------.

l
!
l

----------------_._-------_._----~._.......-_-- ..----_ .._-----------
ll,ny d~t'!ci.,r.,=yst3terr,ent ending wiltl3n aSlerisk .:") ojeno,llll a cJenCiencyW'1ich Ihe in9l;'!urlo~,nllI" b~ 9)(eu~e~ ~!.t;lr:1,,,erecting rro""d!r1g It I~ determine'.1 1n"t
~1'1C:r3!lfeg~3(d& providt!l ~~'fi6i6r':i Pn:;l11d.;O,", tootht> p~ti"rrt~. (See inS\ructlo,,~.) f:).:'!PI IO~'f\Ur'i'~ Mrne~. tr<= findn9.l;;~;9d above Ellt!l :Jisclosab:e 90 ~ilya
fo,lowlng VI" ClG\o of :lOUrY;;)! ••••tlflther or ~Oi ~ plan of co r'e:(lon i~ I:'rO'.'ill~d Por l1'Jr~i~g r.omf:~. r~e 300';/E IlMI"'g~ ~,.,O1'1:1'"'0of c:o;weCl:ion are ~i8C.:o&jbIE 14
jtl/~ fo!~v.;",g t~e- Ijat~ tl)es~ .::tOGliments. are meoe ".wailQlIle 10 the ra.::iliry. If (jefic;.m~&:s. are C'-;l~.Citl ~"prov~ :>'ir: ,:>r ccrrec;ior: is requisite 10continue::! .
pro~r~ry' pan!c\~atIOll .

. '~ _ .. --_ ,---------~--.__ ..•.,------_._------------_.-
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3. Resident whom are
incontinent of urine
and residents who
have foley catheters
evaluated and plan
implemented by
9/26/12
Nursing staff re-
educated for process
of care planning for
residents who have
urinary incontinence
and foley catheters by
9/26/12

5. Random weekly
audits x4 to ensure
continued
compliance. Results ,
to be reported to QAA :
x3 for determit:J.ation
of compliance and
funher surveillance.

6. Plan completed by
9/26/12. Director of
Nursing or designee
responsible for
implementation

-_._-w

,

:

•.

;

! 4.
!

F ~79

1[1

PRECI:~ ,
TAG I

'1. Per record review and staH interView. 110care
: plan ror Urinary rnC!:lnhr,ellce was round tor
i Resident #94 who h156urinary incoriIi~leI)Ce. ,
I There IS a Bladder and Bowel ~etrcll;)lhg Sheet in
I the r&c;ord for the month (If May On admission '
; Resident #'94 is noled to tle contineflt during the :
day with one person assist and wears e pud-up at .
night Review of the licensed Nurse Aid (lNAj

: C11arttnQ in the period pre'JiolJs to the admission i
i Minimum Osta Set assessment (MDS), nates i
I there are numerous eveniny and night ~tllft i
. space-I) to indicate incontinence Which are left '
! blan~.fn June aM July wh~n ,be t;harting is :nore :
. more complete. it becomes evident Residenl #94 ,
..IsinCOl'ltinent on eVQning and ")ight shifts n'uch
: more ~eglJlarty tt)3n du ring tile day_
I

: The LNA flow sheets for lHe mor,th of AJgust
i fgfle:::t 1're""uent episodes of incontulence with ar. II .., "

! increase of episodes during the day s~;fl. ,
Re.s;dtlnt#94 'NBS on Hospice when admitted ;'f1d

. was care planne-d in the Hospice Care Plan, for
incontinence. This Ca~ Plan was disccntinLE:d :

1 wh~n Hospice clscharged Resident ~4 on ,
i 7/10!12, The LNA Mow sheetincic:ates ReS4d~nt i

; #94 requires limited aSaiSUl'1Ceof one persDn for '
! toiieting, Th'3te is no i"formal.ion in the ActivitiES
. of Daily Uving (AO~)sec~ionregardinQ tile ne~d i
• for cJelng for !clfetlng, tOlletlng frequency or night:
I lime Inoontir.e:lce checks. Th-ere is no (;urrenr :
" 'ncontln~nce Care Plan in the reco rd. There IS an '
i LNA. care plan In the LNA assignm ent book .,..,hien '
: states. under loiletlng. that Re3icle~t '94 requjr'~
. eJ<1:ensive assista:1ce of O'1e oc:rsor: and i3 !
irtcc:)t1nenl of bladder .

BROOKSIDE HEALTH ANa REHABILITATION

. I" an inteNJev. on ~/26 at 4-40 P rJl an LNA

09/24/2012 14:45 18022952533 PAGE 04
~ -, !"\l \ "~It..:I~I VI- Ht:.Al TH AND fiUMAN SER\lICf:~ PI~INTED: OQ/l.2/2Q12
CENTERS FOR MEDICARE & MEDICAID SERVlCES FORM APPROVED

,S'A;EMt;wrOI=Ot~ICI@lJCIES ,\,., D~) ''''., •••', :J-' "---.,----:~MB ~O, 0938.0391
.\1\0 PLANn~ "'"'RR"CT'ON ,,", , (." ,-.<;;'l:/I3UPrlIER/C~IA ('r;~)".1lll TIPI tC')N"TRIICTiOI'l I -'-".

" -'- ~ 'CE~lTll='CAT'Or< rWMHR '. ," • ()(~i "ATE SU::\\rEY
A [<U'~O'N":: 'XJMPLEiE':)

- 475010 9. /V~NG •
"---."'"Me CF PFl.r)V!CIER UR. SUpoliEf.< ~"'l---'-~-"'-------. 08/29/2012

51'P'E!::1 ,~OD:'\f:SS. 1~1T''''sr.••.'E Zlf' (:I;CE
1 ~OO CJ.iR'~TIA\l\: ~TRe:E'r

WHITI:: RIVER .JUNCTION, vr 05001

!'~Eni r->~N OF CORREC7'ro",
;E<>'CH CORRECTIVE ACTJON SHO~U:> se:

C~C:;S.RE"'ERENCI?D TO THE AF>PP'OPRJAH
:JEF;CIENC'r'J

(Xd) 1(') I

~

P>(E"-'~ .
'rAG :

,-,

F 279 . Continued Frtlm page'
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FORM APPROVED
OMS NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENTOFDEFICIENCIES (X1) PROVIDERISUPPLlE~CLlA (Xl) MULTIPLECONSTRUCTION (X3)DATESURVEY
ANDPLANOFCORRECTION IDENTIFICATIONNUMBER: COMPLETED

A. BUILDING

475010 B.WING
08/29/2012

NAMeOFPROVIDERORSUf'PlIER STREETADDRESS.CITY,STATE.ZIPCODE

BROOKSIDE HEALTH AND REHABILITATION 1200 CHRISTIAN STREET
WHITE RIVER JUNCTION, VT 05001

(XA) 10 SUMMARYSTATEMENTOFDEFICIENCIES , 10 I PROVIDER'SPLANOFCORRECTION : (X5)
PREFIX (EACHDEFICIENCYMUSTBEPRECEOEDBYFULL PREFIX (EACHCORRECTIVEACTIONSHOULDBE COMPLeTlOIol, OATETAG

, REGULATORYORLSCIDENTIFYINGINFORMATION) TAG CROSS-REFERENCEOTOTHEAPPROPRIATE i

I DEFICIENCY)

r

F 279!F 279: Continued From page 2
stated that Resident #94 is to be toileted Q2H
(every two hours) on evenings and can usually
; ask to be toileted reliably. Sihe further stated thai
: there was a period of time when Residenl #94 :

. was having more urinary incontinence but now

. slhe is not as often incontinent of urine except on
nights when s/he is asleep. In an interview on
• 8/29/12 at 9:50 A.M., the Unit Manager confirmed
: that there should be a care plan for Urinary
i Incontinence in the chart and that it was not
I present.

2. Review of the closed record for Resident #14
; included an Admission assessment dated
I 04/17/12 indicating lhat Resident #14 was
admitted from the hospital with a Foley calheter in
place. The Resident was discharged to the

i hospital on 06/27/12, No plan of care was located •
! for the use of a Foley catheter,

-
Interview of the Registered Nurse (RN) Unit
; Manager on 8/29112 at 1:30 P.M. confirmed that
I Residenl #14 was admitted on 04/17/12 with a ,

I

.1 Foley catheter in place. The RN was not able to
! locate a plan of care for lhe use of the Foley ,
catheler.

F 3231F 323 : 4B3,25(h) FREE OF ACCIDENT F323 I
SS=E I HAZARDS/SUPERVISION/DEVICES I i;

I
I ,

, The facility must ensure !hat the resident l. Tiles in the B wing,
I en~ironm~nt remains as free of accident hazards I shower room repaired !

Ii as IS pOSSIble; and each reSident receives . or replaced. All;
I adequate supervision and assistance devices to

I
residents using thisi prevent accidents.
room have beenI
evaluated and no

I
injuries have occurred

I
,

i as result.
!

=ORM CMS.2S87(02.99) Prelliou~ Versions 01)$01e18 EllenL ID: FTVXl1 F'acllltY 10 A75010 If continuation sl1eel Page 3 of 7
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FORM APPROVED
OMB NO. 0938-0391

If continuation sheet Page -4of 7I'acilily ID: 475010EvenllD: FTVX11

Ul:PAtHMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIE"ICIES (X1) PROVIOERISUPPI.IERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBi:R: COMPLETED

A. BUllDlfIIG

475010 B.WING
08/29/2012

NAME OF PROVIDER O~ SUPPLIER
STREeT ADDRESS, CITY, STATE, ZIP CODE

BROOKSIDE HEALTH AND REHABILITATION 1200 CHRISTIAN STREET

WHITE RIVER JUNCTION, vr 05001
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIf;S

!

10 PROVIDER'S PLAN OF CORRECTION I (X51PREfIX i (EACH DEFICIENCY MUST BE PRECEDED By' FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE , COMP~EiION
TAG I REGULAiORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) . ciIJJIJ:;
: I 2. Residents who use the

iF 3231 Continued From page 3 F 323. shower/tub room may
. , This REQUIREMENT is not met as evidenced be affected by thisby: ,

alleged broken Or; Based on observation and staff interview, the
i! facility failed to ensure the resident environment misplaced tiles.

; remained as free from accident hazards as 3. Tiles throughout
possible. Findings include: building to be

checked. If defective

; Per observation on 8/27/12 at 10:08 A.M., there or misplaced they will
: were seven approximately one inch tiles in the ;'8" be repaired by
wing shower room that were loose. Several tiles. 9/26/12.
i were displaced from their original position and 4. Processinlplemented
! were located on top of existing tiles, creating a

to regularly check for: potential hazard. During interview on 8/27/12 at
broken or defective.10:15 AM., a Unit Nurse confirmed that the

. : shower was currently used by residents and that tiles. By 9/26/12 i
! the loose tile~ created a slipping hazard. The Unit I 5. Maintenance and

I, Nurse also staled "that could cut someone's fool"- ,
housekeeping staff

F 431 i 483.60(b), (d), (e) DRUG RECORDS, : F 431 i educated forSS=E: LABEUSTORE DRUGS & BIOLOGICALS ,
I

implementation of
The facility must employ or obtain the services of

,
this process. By

a licensed pharmacist who establishes a system
I 9/26/12.

of records of receipt and disposition of all I 6. Random weeklycontrolled drugs in sufficienl detail to enable an

I
audits x4 to ensurei accurate reconciliation; and delermines that drug
continued Irecords are in order and that an account of all

I
' controlled drugs is maintained and periodically , compliance. ResultsI reconciled.

I
to be reported to QAA
x3 for determinationj Drugs and biologicals used in the facility must be : of compliance andlabeled in accordance with currently accepted ,

;
further surveillance.professional principles, and include the

I
Iappropriate accessory and cautionary 7. Plan completed by

. instructions, and lhe expiration date when ; 9/26/12.i applicable. ;
I Administrator or \,

! I; In accordance with State and Federal laws, the
,

designee responsible
ii for imDlementation. I

• ~.=ORM CMS-2567(02-99) Previous Versions Obaoiele
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• Ut:I-'AI{ IMt.N 1 OF HEALTH AND HUMAN SERVICES
CENTERS .FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEfiCIENCIES
AND PlAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICMION NUMBER

(l(2) MULTIPLE CONSTRUCTION

A. BUILDING

FORM APPROVED
OMS NO. 0938-0391
(X3) DATE SURVEY
. COMPLETED

475010 e. \III1NG
08/29/2012

NAME OF PROVlDER OR SUPPLIER

BROOKSIDE HEALTH AND REHABILITATION

F 431 j Continued From page 4 I
: facility must store all drugs and biologicals in
locked compartments under proper temperature '1

. controls, and permit only authorized personnel to .
! have access to the keys,

The facility must provide separately locked,
: permanently affixed compartments for storage of

"

controlled drugs listed in Schedule II of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to

, abuse, except when the facility uses single unit
i package drug distribution systems in which the
: quantity stored is minimal and a missing dose can
, be readily detected.

! This REQUIREMENT is not met as evidenced
; by:
: Based on observation, record review and
i interviews. the facility failed to assure that two
i medications requiring refrigeration at 3646
; degrees F (2-8 C) were stored at appropriate
: temperatures for seven consecutive daysI (8/19-25/12). Findings include:

I 1. During inspection of the facility's central drug I.

! storage unit on 8/28/12 at 1:00 P.M., the August
, temperature log for the central drug storage I
I refrigerator was found to have recorded daily
~readings as follows (in degrees F): 8/19/12 - .33; :
; 8/20/12 - 34: 6/21/12 - 33; 8/22112 - 34; 8/23/12 - ;
: 33; 8/24/12 - 34; 8/25/12 - 34. Each ofthese I
I recordings on the temperature log was signed by
I a nurse, During this initial inspection at 1:00 ,
! P.M" the Director of Nurses (DNS) confirmed that i
the temperature log contained the seven

! consecutive temperatures as listed above, and I

'I (XS)COMPLETION
! OIlTE

Affected medication
immediately removed
from service,

2. Residents receiving
immunizations from
medication out of this
refrigerator during
this time frame
checked. No negative
.outcome sustained as
a result of this alleged
deficient practice.

3. All residents who
recei ve medication
from refrigerator have
the potential to be
affected by this
alleged deficient
practice.

4. Process for
refrigerator check
updated to reflect
"acceptable
temperature
parameters and
actions to be taken if
refrigerator falls out
of these parameters.
By 9/26/12

5. Nursing staff
educated for process
upgrades by9/26/12.

F431
1.

STREET ADDRESS, CITY, STATE, ZIP CODE

1200 CHRISTIAN STREET

WHITE RIVER JUNCTION, VT 05001

10 I PROVIOER'S PL,AN OF CORRECTION
PREFIX' (EACH CORRECTive ACTION SHOULD IlE

TAG I CROSS-REfERENCED TO THE APPROPRIATE
DEFICIENCY)

F 431!

SUMMARY STATeMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) ID
PREFIX

TAG I

FORM CMS-2S67(02.9Q) Previous Ver$lons Obsolete fllen11D:FTVX11 FacilitY 10: 415010 If continuation sheet Page 5 of 7
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FORM APPROVED
OMS NO. 0938-0391

" Ut::I-'AK I Mt:N I UI- HI:;AL [H AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENi OF DEFICIENCrES (X1) PROVIOER/SUPPLIER/CLIA (X:I) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A. BUILDING

475010 B, WJNG
08/29/2012
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F 431 Continued From page 5 .F431 6. Random weekly
i that the log did not specify a safetemperature audits x4 to ensure
: range or instructions 10 staff regarding actions Continued
, required when the refrigerator temperature went compliance. Results
: out of safe storage range.

to be reported to QAA ,
Ii

! Upon inspection of the refrigerator's contents, , x3 for determination,

. there was a sealed plastic bag containing 22

I

! of compliance and
single dose vials of Pneumovax (a vaccine used further surveillance.

,,
. to help prevent pneumonia). The pharmacy label

i
7. Plan completed byon the plastic bag indicated that delivery of the ,

9/26/12. Director ofvaccine had occurred on 8/15/12. The I
! Pneumovax box instructions included the ! Nursing or designee
• manufacturer's recommendation to store the responsible for
; vaccine at 36-46 degrees Fahrenheit (F) or 2-8 implementationI degrees Celsius (C). Additionally, a sealed plastic

[bag contalned 4 boxes of 10 doses (40 lolal
. doses) of Tuberculin purified protein derivative ! ftt~,fOe.~ 'l\a't\l'd-
(PPD, which is used for tuberculin skin tesling). ~~~\~: The pharmacy label on the plastic bag indicated

I that the PPO had been delivered on 8/15/12, and
! the manufacturer's box label instructions
recommended storage of the PPO al 36-46 F,

At 1:15 P.M" the facility's consulting pharmacist !
confirmed that the Pneumovax and PPO showed
pharmacy delivery on 8/15/12 and bore
manufacturer's instructions for storage between ,

i36-46 F (2-8 C). At 1:20 P.M., the Assistant ,
I

Director of Nursing (ADNS) stated that the I
Iexpectation of the nurses who check the

! refrigerator temperature is to report out of range

Ii temperatures 10 Ihe maintenance department,

I
! either verbally or through the maintenance
communication log. On 8/29/12 at 12:10 PM, the
Director of Maintenance confirmed that s/he had ii not been notified, verbally or in writing, of Ihe

I
I refrigerator temperature concern until after the
, inspection on the afternoon of 8/28/12, The

! I!,
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F 431 Continued From page 6
facility's written drug storage policy states,
"Medications requiring 'refrigeration' or
'temperatures between 2 C (36 F) and 8 C (46 F)'
are kept in a refrigerator with a thermometer to
allow temperature monitoring". The policy does
not contain written instruction to staff regarding
what they should do in the event that
temperatures are found to be out of the
recommended range. At 2:00 P.M. on 8/28/12,
the pharmacist informed me that the
manufacturer's recommendation was to discard
the PPD, and that the Pneumovax "was a close
call", but had not been compromised.
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